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3. PROGRAM  IDENTIFICATION:  TITLE XIX OF THE  SOCIAL I SECURITY  ACT  (MEDICAID) 

TO:  REGIONAL  ADMINISTRATOR 
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4. PROPOSED  EFFECTIVE  DATE 

5. TYPE OFPLAN MATERIAL (Check One): 

NEW  STATE  PLAN [7 AMENDMENT  TO  BE  CONSIDERED  AS  NEW  PLAN >a AMENDMENT 

COMPLETE  BLOCKS 6 THRU 10 IF THIS IS AN  AMENDMENT (Separate  Transmittal  for  each  amendment) 

6. FEDERAL  STATUTElREGULATlON  CITATION: 7. FEDERAL  BUDGET IMPACT 
a. FFY $No s i ,  , n i  f 1 

b. FFY 
can t  

OR ATTACHMENT (/fApp/icable): 
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N / A  Su;l?plement 12b t o  attachment 2 . 6 A ,  
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Sect ion  1333(b) Pro,o,::am Desregards 
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COMMENTS OF GOVERNORS OFFICE  ENCLOSED 
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